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COVER LETTER

TO: Registration Section
Division of Corporations

SUBJECT: KCL Wellness, 1.1.C

WName of Limited Liabiliny Company

The enclosed “Application by Foreign Limited Liability Company for Autherization to Transact Business in Florida.” Cenificate of
Existence. and check are submitied to regisier the above referenced foreign limited liability company to wansact business in Florida.

Please return all correspondence concenung this muter to the following:

Kate Lazzarotn

wName of Person

RCL Webllness, LILC

Firm/Company
9738 Milano Drve
Address
Triuty, Flonida 346355
Citv/State and Zip Code

kelwellnesste@ gmail .com
E-mail address: (1o be used for Tuture annual report notification)

For further information concermng this matter. please call.

Kate Lazzarolu at [973 ) 945-7503
Namge of Contact Person Area Code Dayvtime Telephone Number
Mailing Addiress: Street Address:
Registration Section Registration Section
Division of Corporations Division of Corporations
P.O. Box 6327 The Centre of Tallahassee
Tallahassee, FL 52314 2415 N. Monroe Street, Suite 810

Tallahassee, FL 32303

Enclosed 1s a check for the following amount:
Picase make check pavable to: FLORIDA DEPARTMENT OF STATE

1 $125.00 Filing Fee ;qsmu.(m FilingFee & ) $135.00Filing Fec & ) $160.00 Filing Fee. Certificate
Cenificate of Status Certified Copy of Status & Centified Copy



APPLICATION BY FOREIGN LIMITED LIABILITY COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS
IN FLORIDA

IN COVPLIANCE WITH SECTION G5.0002 FLORIDA STATUTES, THE FOLLOTING 5 SLRVITTED 10 RISGISTER A FORFIGN INITED LHBIEAY
COANPANY TOTRANKACT BUNINENS INTHE STATE OF FLORIDA:

KCIL Wellness, [.1.C
1.

{~ame of Foreien Limited Liabilin Company: mustnclude “Timited Tiability Company.” LT.C."or "TT.CT

(I name unavailable. enier aliernaie name adopred for the purpose of ransicung business in Flonds The alternate name must melude "Lizmited Liabilin Company

2 PLLCer TLLC T
2}\'0\\' Jersey

1 (450891938
(Junisdictien under the law of whweh terergn Iimited Tiabshiny company s orgamzed) o

(FET number, il applicatles

\Date Nirst transacted Dusiness in Florida_ i prior 1o registzation }
[See sections 605 0904 & 505 0505, F 5 tn determune penaliy habihis)

5. 9738 Milano Drive. Trimty, FL 34635

(Street Address of Principal Ctlice)

6. 9739 Milano Dr. Trnity, FI 3465
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7. Name and strect address of Flonda registered agent: (P.C. Box NQT acceptable) :.-E -FC
TR
13 T
“ate 1 azzarott Y.
Name- Kate Lazzarotn

Office Address: 9738 Milano PDove

Trinity

 Florida 2703
Cuvi

fZ1p code)
Registered agent’s acceptance:
Huving been named as registered agent und to accept service of process for the above stated limited liability compuny af the place

designated in this application, I hereby uccept the appaintment as registered agent and agrev to act in this capacity. I further agree
to comply with the provisions of all stututes relutive fo the proper and complete performance of my duties, and I am familiar with
and accept the nbligations of my position as registered ggent.
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8. For initial indexing purposes. list names. title or capacity and addresses of the primary members/managers or persons authorized to
manage [up o six (6) total]:

Title or Capacity:

= Manager
= Member
OAuthorized

Person

10ther

Name and Address:

Title or Capacity:

TiManager
CIMember
T Authorized

Person

OOther

Name and Address:

Name: Joseph Lazzarotti
9738 Milano Dr

Address:
Trnity, F1 34633

OManager
CIMember
L Authorized

Person

{JOsher

Name: Catherine Lazzarotti TIManager
Address: 9738 Milano Dy =Member
Trinity, F1 34633
OAuthorized
Person
10ther, TJOther,
Name: OManager
Address; IMember
OJAuthorized
Person
ZI0ther, TOther
Name: OManager
Address: OMember
DAuthorized
Person
0ther JOther

30Qther
Name:
Address:

"#Other
Name:
Address:

_10ther

Imponant Notice: Use an attachment to report more than six (6). The attachment will be imaged for reporting purposes only. Non-
indexed individuals may be added to the index when filing your Florida Depanment of State Annual Repon form.

9. Attached is a certificatc of existence. no more than 90 days old, duly authenticated by the official having custody of records in the
Jjurisdiction under the faw of which it is organized. (If the cenificate is in a foreign language. a translation of the cenificate under oath
of the translator must be submined)

10. This document is executed in accordance with seclion 605.0203 (1) (b), Florida Statutes, I am aware that anv false information

submitted in a document to the Department of State co

mmkwi “‘O%M |

a third degree felony as provided forins.817.155. F S,

Signatwe +4n authorized persan

NN Lﬁfa wth

Tyvped or prinied name of signee



STATE OF NEW JERSEY
DEPARTMENT OF THE TREASURY
DIVISION OF REVENUE AND ENTERPRISE SERVICES
SHORT FORM STANDING

KCLWELLNESS LLC
0450891938

[, the Treasurer of the State of New Jersey, do hereby certify that the
above-named New Jersey Domestic Limited Liability Company was
registered bv this office on November 28, 2022.

As of the date of this certificate, said business continues as an active
business in good standing in the State of New Jersey, and its Annual
Reports are current.

I further certify that the registered agent and office are:

CATHERINE LAZZAROTTI
6 POCAHONTAS PLACE
HACKETTSTOWN, NJ 07840

IN TESTIMONY WHEREOF, { have
hereunto set ny hand and affived
my Official Seal ut Trenton. this

8th dav of Julv, 2024

Ao AN

Elizabeth Maher Muoio
State Treasurer

Cernificare Number : 6155063277
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